The introduction of anaesthesia and muscle relaxation has made ECT relatively safe. In a retrospective study of the case notes of 367 consecutive patients receiving ECT over a two year period, chest X-ray and full blood count added no significant information and were ineffective in predicting morbidity, in contrast to physical examination alone.
SUMMARY
The introduction of anaesthesia and muscle relaxation has made ECT relatively safe. In a retrospective study of the case notes of 367 consecutive patients receiving ECT over a two year period, chest X-ray and full blood count added no significant information and were ineffective in predicting morbidity, in contrast to physical examination alone.
The use of short-acting intravenous barbi turates (methohexitone or thidpentone) to provide anaesthesia and the subsequent intro duction of the muscle relaxant suxamethonium to reduce the violence of the fit during ECT have greatly reduced the physical contraindications to treatment. These vary from authority to authority (Hurwitz, 1974 ) but a typical list should include: left ventricular failure, recent myocardial infarction, respiratory failure, recent cerebral haemorrhage, raised intracranial pres sure due to neoplasm. Anaesthetic and relaxant add to the' risks of allergic responses to the drugs, broncho spasm, aspiration of stomach contents, chest wall spasm, increased likelihood of cardiac arrhyth mias (also a feature of unmodified therapy), and prolonged apnoea in patients with atypical pseudocholinesterase.
The intravenous anaesthetic agents in com mon use are all cardiac depressants. Induction of anaesthesia is, of course, one of the most hazardous periods for the patient. Although the physical violence of the convulsion is obtunded by the muscle relaxant, this does nothing to dampen the concurrent activation of both sympathetic and parasympathetic divisions of the autonomic nervous system (Anton et al, 1977; Perrin, 1961 Table II .
Discussion
The use of the chest X-ray as a routine screen to reveal unsuspected cardio-respiratory disease prior to ECT in patients without symptoms or physical signs was unrewarding.
Where the patient was clinically normal only 8 per cent showed any abnormality on chest X..ray. Apart from one 18-year-old with an insignificant degree of dorsal scoliosis, there were no ab normalities at all detected under the age of 40 years. Of those detected, none were sig nificant in the assessment of fitness for anaes thesia in the face of normal clinical findings. The routine chest X-ray before surgery has been criticized for similar reasons (Rees et al, 1976; Kerr, 1974; Sagel et al, 1974) . Even in those patients with positive clinical findings only 15 per cent of courses also showed abnormalities on chest X-ray, in three-quarters related to the findings on physical examination.
Overall the most common abnormality on chest X-ray was cardiac enlargement.
Even the significance of this in elderly patients with narrowed thoracic cavities has been questioned (Simon, 1975 (Mime, 1963) . The chest X-ray, while useful as an extension to the physical examination in delineating the extent of the disease process in those patients with positive findings, produces in addition much irrelevant detail which cannot be properly interpreted in isolation from the clinical examination.
That this is so is tacitly acknowledged by those involved in selecting patients since no one was refused ECT on the basis of X-ray findingsalone.
Even patients with quite gross abnormality on X-ray (including a patient with a thoracic aortic aneurysm) were submitted to treatment. A normal chest X-ray is no guarantee that the patient will survive treatment unscathed, particularly when time has elapsed between the examination and treatment. We had two patients (cases 1 and 2 in Table II ) who had normal chest X-rays prior to therapy and had positive findings on auscultation.
Both patients developed chest infections following treatment.
In no case did the chest X-ray provide information as to which patients were at risk from the procedure over and above that provided by the physical examination.
In Barker and Baker, 1959) . All but one of the seven cases suffering major morbidity were over 60 and four were over 80. That elderly patients are more at risk from the procedure has also been the finding of others (Maclay, 1953) . Apart from the patient who regurgitated, all our recorded difficulty following treatment was due to pre-existing cardio-respiratory disease.
Incidentally, the ability to survive the initial treatment does not ensure that the patient will complete the course uneventfully.
Perrin (1961) noted that most reported fatalities occur after later treatments in a course. Deterioration between treatments is illustrated in cases 3 and 4 in Table II .
The most worrying feature of our survey was the large group of patients receiving ECT courses without apparently having had a recent physical examination (even within the previous month, which is a generous margin). At any rate no record of such was made in the notes. Study of the population distribution with regard to age and sex gives no clue as to why examin ation was omitted. Admittedly some were patients who may have seemed fit on cursory inspection.
Most then had chest X-rays for which there was little justification.
There was a sizeable group with no chest X-rays where even the screening procedure as applied in our clinic seems to have broken down. This would not be tolerated in any other group of patients requiring general anaesthesia.
Recommendation
There is no doubt that ECT is a very safe J. A. ABRAMCZUKAND N. M. ROSE form of therapy. It has, however, been exposed to much adverse publicity and it behoves us to reduce the avoidable complication rate as far as possible.
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